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below. The peritoneum, by virtue of the cells which pass into it,
has great powers of resisting bacterial invasion, but once bacteria
have gained a foothold there they may spread and infect a large
surface. The spread is often prevented by plastic adhesions, aided
by immobility of the abdominal wall and a varying degree of local
paralysis of the intestine.
CONDITIONS OF OCCURRENCE. Some of these have already been
noted in connection with lesions of the stomach and bowel, and
others will be referred to later, especially in relation to diseases of
the female genital tract. The causes are very numerous and we shall
give only a survey of the main groups. The sources of infection may
be conveniently arranged from the practical point of view in three
main groups, viz. (a) lesions of the alimentary tract, (6) lesions of the
pelvic organs, and (c) lesions of the solid viscera, retro-peritoneal
tissue, etc.
(a) In the majority of cases of acute peritonitis, the bacteria
reach the peritoneum from a lesion of a hollow viscus, usually the
stomach or the bowel, but occasionally the gall-bladder.   This occurs
in such conditions as peptic ulcer, typhoid, dysentery, ulcerated new
growths, stercoral ulcers (p. 615), whilst acute appendicitis is the com-
monest cause of all.   Accordingly, in investigating any case of peri-
tonitis post mortem, all these parts must be carefully examined.   Then
there is the whole group of cases where there is some mechanical
interference with the bowel, e.g. strangulated hernia, intussusception,
etc., as has already been described.   Peritonitis may occur secondarily
also in infarction of the small intestine, due to plugging of the superior
mesenteric artery.   If these lesions are considered as a whole, it is to
be noted that in some cases there is actual perforation, whilst in others
the bacteria reach the peritoneum by spread through the wall at the
site of the lesion.   Acute peritonitis in connection with an inflamed
gall-bladder, for example, occurs in both these ways, lymphatic
extension with localised peritonitis being the more common, but
occasionally rupture of a necrotic portion of the wall takes place and
the contents escape; a fatal general peritonitis then usually results.
A similar statement applies to the bladder when it is affected by
septic cystitis.
(6) Peritonitis extending from the pelvic organs takes origin most
frequently in infections of the female genital tract. Here there are
two chief modes of spread, namely, (1) by direct extension from the
serous covering of a viscus, and (2) by way of the Fallopian tubes.
Although in most cases the mode of extension of the inflammatory
process can be traced, this may sometimes not be possible. Peritonitis
often occurs secondarily to gonorrhceal salpingitis; it is usually a
local acute condition which often leads to adhesions, but occasionally
localised suppuration may follow. Various other inflammatory con-
ditions of the uterus and tubes may lead to peritonitis, the most
Important being those of puerperal nature, which are often caused